It has long been recognized that exposure to stressors at various points along the life course has long-term consequences for well-being (Brown & Harris, 1978; Wheaton, Roszell, & Hall, 1997) . In the present study, we examine the extent to which having a child with either a developmental disability or a serious mental health problem may alter the parents' life course and affect their well-being at two points in adulthood: when the parents are in their mid-30s, and about 15 years later, when they are in their early 50s.
A stress and coping perspective (Pearlin, 1989; Thoits, 1995) has been the predominant approach to research on the short-term effects of parenting a child with a disability (e.g., Floyd & Gallagher, 1997; Greenberg, Seltzer, Krauss, & Kim, 1997; Pruchno, Patrick, & Burant, 1996) . However, it does not provide a developmental lens on the long-term effects of this set of circumstances on the shape of the parents' life course (Seltzer & Ryff, 1994) . Instead, insights about such long-term effects can be derived from theories of life course devel-opment (Hagestad, 1990) , which posit both continuity and change in attainment and well-being and emphasize the need to track the long range effects of turning points in people's lives (Clausen, 1995) . In life course theory, a turning point is conceptualized as a point when a person's life takes a sharply different direction. Having a child diagnosed with a disability is an example of such a turning point because parents' lives may be forever altered. The intersection of a life course perspective with a stress and coping framework draws attention simultaneously to the timing of the event in the life course, the larger historical and social conditions, and the unique challenges associated with this potential source of stress-fertile context for understanding the long-range impacts of disability in children on their parents' adult development (Moen, 1997; Seltzer & Greenberg, 1999; Wethington, Cooper, & Holmes, 1997) .
We focus on parents whose child has either a developmental disability or a severe mental health problem because these two types of disabilities pose common, yet distinct challenges for parents. Both groups of parents experience a loss of their hopes and aspirations for the person whom their child might have become (Lefley, 1996; Turnbull et al., 1993) . They also share a common concern for their child's future when they, the parents, are no longer able to provide the needed care or supervision (Freedman, Krauss, & Seltzer, 1997; Lefley, 1987 ). Yet, there are also distinct differences in the two caregiving contexts. Whereas a developmental disability is generally diagnosed in the first few years of the child's life, often at birth, severe mental health problems are typically diagnosed during late adolescence or early adulthood. Thus, these two groups of parents must cope with their child's diagnosis at different times in their own life course-early adulthood for parents of children with developmental disabilities and mid-life for parents of persons with severe mental health problems. Furthermore, in contrast with developmental disabilities, the symptoms of severe mental health problems are generally more unpredictable, and, hence, parents experience more uncertainty regarding how their child will react in everyday situations. In addition, especially prior to the 1990s, professionals and society at large tended to blame parents for the son's or daughter's mental health problems, whereas parents of persons with developmental disabilities have generally been less stigmatized (Fisher, Benson, & Tessler, 1990; Wasow & Wikler, 1983) .
Cross-sectional research to date suggests that most parents whose child has a developmental disability tend to show a pattern of resiliency in their well-being (Costigan, Floyd, Harter, & McClintock, 1997; Seltzer, Greenberg, & Krauss, 1995) . These parents have been shown to accommodate successfully to their child's special needs by making both subtle and major changes in family routines, such as mothers reducing their labor force participation, fathers working longer hours, and redistributing the child-care responsibilities among family members (Baldwin & Glendinning, 1983; Gallimore, Coots, Weisner, Gernier, & Guthrie, 1996; Gallimore, Weisner, Bernheimer, Guthrie, & Nihira, 1993; Gallimore, Weisner, Kaufman, & Bernheimer, 1989; Hirst, 1985; Keogh, Garnier, Bernheimer, & Gallimore, 2000) . In addition to the positive effects of family accommodations, the larger social context during the past several decades has provided a climate of support for parents of children with developmental disabilities through the passage of federal legislation, changes in professional and societal attitudes, and improved community-based services (Braddock, 1987; Trent, 1994) . As a result, early reports of psychopathology in families of children who have developmental disabilities (Cummings, Bayley, & Rie, 1966; Farber, 1959) have been replaced by a large body of research showing positive coping and adaptation (Glidden, 1989; Ramey, Krauss, & Simeonsson, 1989; Turnbull et al., 1993) .
In contrast, mid-life parents who have an adult child with severe mental health problems tend to be less successful in accommodating to their child's difficulties (Greenberg, Seltzer, & Greenley, 1993; Maurin & Boyd, 1990; Pruchno et al., 1996) . Caring for a son or daughter with mental health problems has been shown to be accompanied by major life disruptions, heightened levels of distress, and strain in the marital relationship (Cohler & Cook, 1986; Cook, Hoffschmidt, Cohler, & Pickett, 1992; Hatfield, 1978; Lefley & Wasow, 1994; Marsh, 1992) . As well, friends might be lost due to the social stigma of mental illness (Lefley, 1989) , work disrupted by the unpredictability of the demands of caregiving (Maurin & Boyd, 1990) , and family assets reduced because of the cost of psychiatric care (Clark & Drake, 1994; Franks, 1987) . These social, occupational, and financial strains often lead to elevated levels of health problems and psychological distress (Gallagher & Mechanic, 1996; Reinhard & Horwitz, 1995; Seltzer et al., 1995) , particularly in mothers (Cook, 1988) .
Despite the weight of the evidence, conclusions about altered life course trajectories for the parents in both groups are not firm because all studies in the literature suffer from two limitations in research design. First, past investigators have identified participants after their child has been diagnosed and have relied on nonrandom volunteer samples that may be biased in unknown ways. It is possible that the toll taken on the lives of parents of children with disabilities may be underestimated in these studies, as those with the poorest well-being may not volunteer for research studies. Second, in prior research investigators have not separated the effects of the child's disability on the parents from the effects of the parents' characteristics prior to the diagnosis of the child. Thus, it is advantageous to measure characteristics of the future parent prior to the birth of a child with a disability in order to assess whether the parents started adulthood at a similar place as their age peers and, if not, to control for preexisting differences.
The unique feature of the present analysis is that the participants were selected for the larger study prior to and independent of the birth and diagnosis of their child. The Wisconsin Longitudinal Study (Hauser et al., 1992 ) is a prospective study spanning 35 years in the adulthood of the participants. The study is based on a random sample of over 10,000 young adults who graduated from Wisconsin high schools in 1957 and a sample of their siblings drawn in 1977 and 1994. Data were collected about them at three points in the life course: when they were 18, 36, and 53 to 54 years of age, on average. The first point of data collection provides insights into family-of-origin background characteristics prior to becoming parents, whereas the follow-up time points reveal functioning at two widely spaced points in the life course after they had become parents.
In addition to circumventing self-selection biases and providing information on pre-existing characteristics, the Wisconsin Longitudinal Study data allowed us to include a comparison group of parents participating in the study whose children do not have a disability or chronic illness. With this group it is possible to estimate the extent to which the patterns of life course attainment and well-being of parents with a child who has a disability are distinct from a normative group drawn from the same population.
We addressed three research questions dealing, respectively, with differences in family-of-origin characteristics, patterns of life course attainment, and mid-life well-being of parents who have a child with a disability and parents of unaffected children.
The first research question concerns whether the young men and women who later had a child with a disability came from families similar to a normative comparison group drawn from the same population base. That is, do these future parents of children with disabilities have a typical or a distinct constellation of family background characteristics?
Our second research question was whether the patterns of life course attainment of parents who had a child with disabilities diverged from those of their peers whose children did not have disabilities or chronic illnesses. Our hypotheses for the second research question were as follows.
1. Mothers of children with developmental disabilities will have the lowest levels of postsecondary educational attainment and lowest rates of employment among the three groups. We hypothesized this because these mothers are expected to make accommodations due to child care responsibilities.
2. Fathers of children with developmental disabilities will show the greatest occupational stability because of the dependence of the family on local social and educational services for the child with disabilities, which might lead the father to forego job changes that involve relocation.
3. Both the parents of a child with developmental disabilities and those whose child has severe mental health problems are expected to show more work-family role strain (measured when the parents are in their early 50s) than will parents in the comparison group because of the extra child care demands, the need to arrange services, and the need to supervise the child with disabilities.
4. Parents of children with developmental disabilities and those whose children have severe mental health problems will have a higher rate of marital disruption after the child is diagnosed than the norm because of the stress associated with caring for a child with such difficulties.
5. Children with developmental disabilities and those with severe mental health problems will continue to live in their parents' home longer into adulthood than the norm because of their increased need for supervision and the limited availability of adequate housing for people with disabilities.
Our third research question was designed to examine whether there are differences in mid-life well-being of parents of children with disabilities as compared to parents whose children do not have disabilities. We posed the following hypotheses.
6. Parents of children with developmental disabilities will have lower levels of social participation when they are in their mid-30s and early 50s than comparison group parents because of their increased child care responsibilities. Parents of children with severe mental health problems will evidence lower rates of social participation in their early 50s, after the child's diagnosis.
7. Parents of children with severe mental health problems are expected to show the most compromised profile of physical health and psychological wellbeing because of the well-documented difficulties of managing a child with psychiatric problems.
Method

Wisconsin Longitudinal Study
We investigated our hypotheses using data from the Wisconsin Longitudinal Study (Hauser & Sewell, 1985; Hauser, Sheridan, & Warren, 1998) . As previously mentioned, the study began in 1957 with a random sample of one third of all young men and women who graduated from Wisconsin high schools that year (n ϭ 10,317). In 1975, when respondents were 36 years old, 9,138 of the surviving original sample (90.1%) completed a telephone interview that, in addition to research measures, included providing a roster of their siblings. In 1992, when the respondents were in their early 50s, 8,493 of the surviving participants (87.2%) responded to a third survey and provided a roster of their children, with more detailed information about one randomly selected target child.
In addition to assessments of the original respondents, the Wisconsin Longitudinal Study contains parallel data about a random sample of their siblings. The sibling sample was obtained in two stages. From the sibling roster acquired in the 1975 interview, a stratified random sample of 2,429 siblings of the original respondents was selected for a sibling study: 2,133 of these siblings participated in a survey in 1977. In 1994, these siblings were re-contacted, and 1,669 participated. Also, the siblings who were not surveyed in 1977 were contacted in 1994, and 3,694 participated. The sample of siblings included in the 1994 interview thus totaled 5,363. They ranged in age at that time from 35 to 67 years, with an average of 52 years (i.e., roughly the age of the original respondents).
Thus, the Wisconsin Longitudinal Study includes three waves of data : 1957, 1975, and 1992 for the original respondents and 1957, 1977, and 1994 for their siblings. Hereafter, the second and third points of data collection will be referred to as 1975/1977 and 1992/1994 , respectively.
Sample
Through a series of screening procedures, we identified 218 parents of children with disabilities among all of the Wisconsin Longitudinal Study participants, of whom 165 had a child with a developmental disability and 53 had a child with a severe mental health problem. They were drawn from both the original Wisconsin Longitudinal Study participants and the sample of siblings. However, these 218 parents are all unrelated to one another. In other words, there was no instance in which an original respondent and his or her sibling were both included in this analysis.
In the 1992/1994 survey, respondents were asked whether anyone in their household had a physical or mental condition, illness, or disability for which care was needed. If a respondent answered affirmatively to this caregiving question, he or she was asked to indicate which household member was affected and the type of illness or disability for which care was given. We included cases in which the person having the limitation was the child of the respondent, and in which the reason given was either a developmental disability or a severe mental health problem. A total of 148 respondents were identified this way, including 107 who had a child with a developmental disability and 41 who had a child with a severe mental health problem.
We suspected that some parents of children with disabilities did not answer affirmatively to the caregiving question either because their child no longer lived in the parent's household or because the parents did not perceive the help they gave to a child as ''caregiving.'' Therefore, we identified four child risk factors to flag additional potential respondents: (a) residing in a supervised living situation (e.g., a group home), (b) having a low level or atypical pattern of education, (c) receiving government income maintenance programs such as SSI, and (d) the parental expectation (measured in 1975/ 1977 ) that the child would not graduate from high school.
The computerized case files of individuals who were identified as having at least one of these four risk factors were read, and respondents were included in the sample only if the parent specifically stated in their open-ended comments during the 1992/1994 interview that the child had either a developmental disability or a severe mental health problem. This was possible because all comments made by respondents during the 1992/1994 interview were entered directly into computer files. No case was included in our sample merely by virtue of having a risk factor, but only if the parent commented explicitly that a developmental disability or a severe mental health problem was the cause of the risk factor. Our goal was to use conservative ascertainment procedures so that the two disability groups would not include inappropriate cases. An additional 58 respondents who had a child with a developmental disability and 12 who had a child with severe mental health problems were identified this way.
Parents of children included in the subgroup with developmental disabilities (n ϭ 165) identified them as having mental retardation (n ϭ 110), developmental disabilities (n ϭ 33), cerebral palsy (n ϭ 12), or ''brain damage'' (n ϭ 10). Parents of persons with severe mental health problems (n ϭ 53) identified them as having schizophrenia (n ϭ 21), bipolar disorder (n ϭ 13), major depression (n ϭ 12), or other mental health problem (n ϭ 7).
We used stratified random sampling procedures to select a comparison group of 218 Wisconsin Longitudinal Study respondents who were parents, but whose children did not have disabilities, chronic illness, or any of the risk factors described earlier. We stratified the comparison group by gender of the respondent to reflect the proportions in the disability samples. We carefully screened each comparison group case to determine that there was no child with disabilities or a chronic illness in the family.
In each family, a target child was designated. For families who had a child with a disability, the target child was the son or daughter with the developmental disability or severe mental health problem. In the comparison group, the target child was the randomly selected child on whom in-depth data were collected as part of the 1992/1994 Wisconsin Longitudinal Study protocol.
Measures
The measures in each successive wave of the Wisconsin Longitudinal Study represented an expansion over the previous wave. The 1957 interview focused on high school achievement. The 1975/1977 survey contained detailed questions about post-high-school education, marriage, and employment, with a few measures of social participation. The 1992/1994 interview added measures of physical and psychological well-being and expanded the social participation measures. Hence, the Wisconsin Longitudinal Study contains only partially overlapping data across all three waves of data collection.
Family-of-origin background characteristics in 1957. To characterize the sample in 1957, we obtained four measures of the respondent's family-of-origin socioeconomic status (SES). Specifically, data about the number of years of education completed by both parents were obtained. The father's occupational SES was measured with Duncan's Socio-Economic Index (Hauser & Warren, 1997) . Data about family income were obtained from federal tax data provided to the Wisconsin Longitudinal Study by the Wisconsin Department of Revenue for the years 1957 through 1960 and averaged across these 4 years. For this and subsequent measures of income, a standard log transformation was used to correct for skewness in the data. The means of the transformed variables were analyzed and medians are reported in the tables for ease of interpretation.
Three characteristics of the respondent's family taken from the 1957 survey were used in our analysis: population of the town of residence, the number of children in the family, and religion (1 ϭ Catholic, 0 ϭ other).
The Wisconsin Longitudinal Study master file also contains data about sample members' IQ, as measured by the Henmon-Nelson Test of Mental Ability (Henman & Nelson, 1937) , administered in the junior year of high school. The test measures a wide variety of mental abilities, including verbal, spatial, and numerical knowledge and reasoning, the composite of which reflects generalized intellectual functioning (Henman & Nelson, 1937) . This test was normed on a large, geographically diverse sample and shows excellent split-half reliability. The validity data include high concurrent cor-relations with other measures of scholastic aptitudes and academic achievement (Buros, 1940) .
Information about the siblings' family background in 1957 was available through linkages with the data about their brothers or sisters who were the original respondents. Siblings' high school records were accessed, so data about their IQs were added to the file. Thus, although the sibling sample was added later, a similar set of early data was available for use in this analysis.
Educational , occupational, and family measures in 1975 , occupational, and family measures in /1977 , occupational, and family measures in and 1992 , occupational, and family measures in /1994 , occupational, and family measures in . From both the 1975 , occupational, and family measures in /1977 and the 1992/1994 surveys, we obtained the following data about the SES of the respondents: total years of education completed, current employment status (1 ϭ employed, 0 ϭ unemployed), the Duncan Socio-Economic Index as a measure of occupational SES, job stability as measured by the number of years in the current job, and family income. The 1975/1977 survey also included a question about the number of weeks worked during the prior year, and the 1992/1994 survey included ratings of whether the respondent felt that family matters reduced the time available for work (5 ϭ strongly agree to 1 ϭ strongly disagree) and whether the respondent expected to continue working 10 years into the future (0 ϭ no, 1 ϭ yes).
We obtained the following data about respondents' marital status at both time points: current marital status (1 ϭ married, 0 ϭ not married) and whether married respondents were still in their first marriage. From the 1992/1994 survey, we used measures about the number of children born to the respondent, the age of the respondent when the target child was born, the year of birth of the target child, the birth order of the target child, and whether the target child lived at home in 1992/1994. 1975/1977 and 1992/1994 . The measures of social participation at both time periods included the number of social organizations in which the respondent participated (from a list of 17 organizations, such as charity or welfare organizations, civic groups, neighborhood organizations, sports teams, country clubs) and the number of times the respondent visited with friends during the 4 weeks prior to the interview. The 1992/1994 survey also included the number of times the respondent visited with relatives in the past 4 weeks and whether the respondent had a friend in whom he or she could confide (1 ϭ yes, 0 ϭ no).
Measures of social participation in
Measures of physical and psychological well-being in 1992/1994 . Measures of physical and psychological wellbeing were available only in the 1992/ 1994 survey. These included self-rated health at the present time (1 ϭ very poor to 5 ϭ excellent) and the number of physical symptoms reported by the respondent (from a list of 22 symptoms, such as chest pain, headaches, dizziness, trouble sleeping, nausea, joint pain). The measure of depressive symptoms was the Center for Epidemiological StudiesDepression Scale (Radloff, 1977) , which has been used extensively in samples of mid-life and older adults (Gatz & Hurwicz, 1990 ). For each of 20 depressive symptoms, the respondent is asked to indicate how many days in the past week the symptom was experienced (0 ϭ never to 3 ϭ 5 to 7 days), ␣ ϭ .89. In addition, we included a variable assessing whether the respondent ever lived with a problem drinker during childhood (1 ϭ yes, 0 ϭ no) and a measure of current alcohol symptoms (1 if the respondent had at least one of the following symptoms and 0 if not ever feeling badly or guilty about drinking, other people ever criticizing the person for drinking, drinking ever caused a problem at work, drinking ever caused a problem with family, and ever tried to receive help about drinking).
Methods of Data Analysis
Our primary method of data analysis was analysis of covariance (ANCOVA). We included the age of respondent as a covariate to control for age differences between the original Wisconsin Longitudinal Study respondents and sibling respondents. (We checked whether there were any differences in findings if we just analyzed the sample of original respondents without the siblings. The same pattern of findings was obtained. Therefore, we report the data from the combined sample of original respondents and their siblings in order to maximize statistical power.) The key independent variables were type of case (having a child with developmental disabilities or severe mental health problem or the comparison group), and gender of the respondent. Gender was included as a factor because a number of our hypotheses predicted different patterns for mothers versus fathers of children with disabilities. However, because the main effect of gender was not the focus of our hypotheses, the data about overall gender differences are included in the tables but not discussed in the text. If the overall ANCOVA indicated a significant main effect difference among the three groups (developmental disabilities, severe mental health problems, comparison group), post-hoc contrasts were conducted among all pairs of groups to identify which were significantly different from each other. The post-hoc contrasts involving the severe mental health problems group may underestimate the group differences because the small-sized sample may limit statistical power. Table 1 presents the family-of-origin background characteristics of the sample and addresses our first research question. The three groups of future parents did not differ in 1957 in their family SES, as measured by parental education (averaging about 10 years for mothers and fathers), the SES of the father's job, or family income (averaging about $5,000). Also, at this time, the respondents in all three groups lived in cities and towns that averaged about 50,000 in population.
Findings
Family-of-Origin Background Characteristics
The three groups of respondents came from families that were similar in number of children, with an average of about 4 children per family. There was a weak trend, p ϭ .096, for an interaction effect (gender of respondent by type of case) in respondents' designation of religious affiliation, with women who later had a child with a disability more likely than the men in these groups to be from Catholic families, whereas women and men in the comparison group were similar to each other in their parents' religious affiliation. The three groups of respondents did not differ in IQ when they were juniors in high school, averaging slightly above the population mean of 100. These comparisons suggest that with the exception of religious affiliation, the families-of-origin of the three groups of respondents were quite comparable in sociodemographic characteristics. Also, the respondents in each group were similar in intellectual abilities in their late teens. To control for the group difference in religious affiliation, this variable was covaried in all subsequent analyses.
Differences in Patterns of Attainment
To address our second research question, which examined whether having a child with a disability led to divergent patterns of life course attainment, comparisons were conducted among the three groups at two points in time: 1975/ 1977 when the sample members averaged in their mid-30s and again in 1992/ 1994 when they were in their early 50s. The sample included in the analysis of respondents in their mid-30s was restricted to those participants in the 1975/1977 survey whose target child was born prior to the survey (n ϭ 361). These target children averaged 9.96 years of age at the time of this point of data collection (standard deviation [SD] ϭ 5.20). All respondents (n ϭ 436) were included in the comparisons conducted in 1992/1994 when respondents were in their early 50s.
As shown in Table 2 , although there was no group difference in employment status at the time of the 1975/1977 interview, there was a significant difference in weeks worked during the year prior to the survey. The parents who had a child with a developmental disability worked the fewest weeks during the year (mean ϭ 32.6). The post-hoc contrasts indicated that this was significantly fewer weeks than the comparison group parents worked (mean ϭ 37.3), though not significantly different from parents whose child would later be diagnosed as having severe mental health problems (mean ϭ 36.8). We had hypothesized groups of parents were similar in their pattern of attainment when they were in their mid-30s. They had jobs of comparable SES, had worked in their current jobs for an average of 7 years, reported a median family income of about $15,000, and had completed about 13 years of education. The three groups of parents were very likely to be married in 1975/1977 (about 90% were married) and still married to their first spouse (about 85%).
Approximately 15 years later, at the 1992/1994 point of data collection, the parents were in their early 50s and the target child averaged 26 years of age. Those who had a child with a developmental disability had been caregivers for more than 2 decades, whereas the parents of persons with severe mental health problems were at the stage of family life when they would be dealing with the relatively recent diagnosis of their son or daughter. In contrast, many par-ents in the comparison group were adapting to their son or daughter's transition to adulthood and independence.
Similar to the 1975/1977 results, there were no significant differences in 1992/1994 among the three groups of respondents in occupational SES or family income (median income ϭ $45,000 to $55,000). Also, the groups still did not differ in the years of education completed (13 to 14 years). However, there was a significant difference in employment status in mid-life. Parents of persons with severe mental health problems had elevated levels of employment (89%) when they were in their early 50s as compared to parents of children with a developmental disability (76%) and the comparison group (79%). Although the interaction effect was not significant, inspection of the data indicates similarities in rates of employment among the fathers in the three groups (about 88% or 89% employed) but differences among the mothers. Most mothers of persons with severe mental health problems (88%) were employed, which was higher than the comparison group mothers (72%) and mothers of persons with developmental disabilities (67%).
There was a significant group difference in work-family role strain. Although both parents of children with developmental disabilities and parents of children with severe mental health problems were more likely than the comparison group to report that family matters reduced the time they had for their job, the post-hoc contrast indicated that the significant difference was between the parents of children with developmental disabilities and the comparison group parents. (Note that neither group of parents of children with disabilities evidenced high rates of work-family role strain.)
Interestingly, there was also a significant difference in expectations about working 10 years into the future, when the parents would average in their early 60s. The parents of children with severe mental health problems were most likely (50%) to expect to be working 10 years in the future, which was significantly greater than parents in the comparison group (33%), though not different from parents of children with developmental disabilities (44%).
Regarding job stability, there was a significant interaction between type of case and gender of parent. Unexpectedly, comparison group fathers had the longest period of employment at the current job (mean ϭ 18.5 years), and comparison group mothers the shortest (mean ϭ 10.6). Fathers of children with developmental disabilities did report greater job stability (mean ϭ 15.7 years) than fathers of children with severe mental health problems (mean ϭ 13.4).
Once again, there was no significant difference in marital status for the groups. Over 80% of the parents in all three groups were married at the time of the 1992/1994 survey, with about 70% still married to their first spouse. By their early 50s, most parents in the sample had completed their child-bearing years. There was a trend-level, p ϭ .07, interaction effect (gender of parent by type of case) in number of children. Although the fathers were similar across the three groups in the number of children in their families, the mothers differed in this respect, with mothers of children with developmental disabilities and mothers of children with severe mental health problems having nearly four children, whereas mothers in the comparison group had three children, on average.
We also found significant differences among the three groups in the age of the parent when the target child was born, the year of birth of the target child, and the birth order of the target child, with post hoc contrasts indicating that all of the significant differences were between the children with developmental disabilities and the comparison group. Children with developmental disabilities were born to older parents (averaging nearly 28 years of age), one year later (in 1967, on average), and later in the birth order than the target children in the comparison group.
As expected, when they were in their early 50s, the three groups of parents differed in the likelihood that the target child would still live at home, with fully 57% of the sons and daughters with a developmental disability and 41% of the sons and daughters with severe mental health problems still living in the parental home, but only 16% of the comparison group target children co-residing with their parents. Post-hoc comparisons indicated that both children with developmental disabilities and those with severe mental health problems were significantly more likely than the comparison group to still live at home. Notably, these differences held up even when the age of the child was controlled (data not shown).
To summarize, when parents of a child with either type of disability were in their early 50s, their patterns of attainment were similar to other parents with respect to level of education, occupational SES, income, and marital stability. However, they diverged from the norm, particularly with respect to their patterns of employment, expectations about retirement, patterns of childbearing, and co-residence with the target child. Parents of children with developmental disabilities, particularly the mothers, had low rates of employment, and when employed, reported higher rates of workfamily role strain. Mothers of a child with developmental disabilities also had larger families than did the comparison group, and the child with developmental disabilities tended to be born when the respondent was older and later in both chronological and family time than in the other two groups of families. Adults with developmental disabilities were more likely to live at home with mid-life parents than were the comparison group children.
Fathers of children with severe mental health problems showed less job stability, whereas mothers of these children were more likely to be employed than their counterparts in the comparison group. Further, parents of children with severe mental health problems were more likely than those in the comparison group to expect to be working 10 years in the future. The mothers in these families had a larger number of children than did those in the comparison group, and the child with mental health problems was more likely to continue to live at home when they were in their mid-20s.
Differences in Social Participation and Physical and Psychological Well-Being
Our third research question was whether having a child with a disability would take a toll on the parents' level of social participation and physical and psychological well-being. For social participation, we had access to estimates both in 1975/1977, when the parents were in their mid-30s, and again in 1992/1994, when they were in their early 50s. For physical and psychological well-being measures, the data were available only when the parents were in their early 50s.
As shown in Table 3 , when they were in their mid-30s, there was a significant difference in frequency of visits with friends. As expected, the parents of children with developmental disabilities visited with friends less often than did their peers, averaging about four visits per month, as compared with five visits for the other two groups. Also, although the interaction effect was not significant, the data in Table 3 suggest that fathers in the three groups were roughly similar in their rates of social contact, but the mothers of children with developmental disabilities reported fewer visits with friends (about four visits per month as compared with about six for the mothers in the other two groups).
A significant difference in the rates of participation in social organizations showed an unexpected pattern. The parents of children who later would be diagnosed as having severe mental health problems had the highest rates of participation in social organizations when they were in their mid-30s. These parents were involved in about three social organizations, one more than the number of organizations in which the parents in the comparison group participated. The parents of children with developmental disabilities were in the middle. In 1992/1994, when the parents were in their early 50s, we expected a reduced level of social participation for both those whose son or daughter had developmental disabilities and for those whose adult child had a severe mental health problem. Indeed, there was a trend for parents of persons with developmental disabilities to have less frequent contact with their friends than did the comparison group parents, p ϭ .058, similar to the pattern evidenced when they were in their mid-30s. Post-hoc contrasts indicated that the difference for this variable was again between parents of persons with developmental disabilities and parents in the comparison group. The difference in participation in social organizations that we observed when respondents were in their mid-30s was no longer significant when the parents were in their early 50s, with all three groups participating in about three organizations. Also, the groups did not differ in frequency of contact with relatives at this stage of life or in the likelihood of having a friend in whom they could confide.
The remaining well-being differences that we predicted concerned the physical and mental health of the parents when they were in their early 50s. The three groups of parents did not differ in self-rated physical health. Nevertheless, consistent with the hypothesis of greater mid-life strain for the parents of persons with severe mental health problems, these parents reported significantly more physical symptoms than the comparison parents, nearly seven symptoms as compared with five for the comparison group. The parents of persons with severe mental health problems also had significantly elevated levels of depressive symptoms, as measured by the Center for Epidemiological Studies-Depression Scale, averaging a score of 11.6 as compared with 8.1 for the comparison group. Although the interaction was not significant, inspection of the means in Table 3 indicates that this elevation appears to be due to differences in levels of depressive symptoms among the mothers. The parents of children with developmental disabilities resembled the comparison group with respect to health ratings, physical symptoms, and depressive symptoms. For the parents of children with severe mental health problems, we were interested in determining whether the parent ever had a depressive episode prior to the diagnosis of the child. This is an important issue because elevations in parental depressive symptoms might either be a precursor to or a consequence of the child's mental health difficulties, depending on when the elevation in depressive symptoms first occurred. Therefore, we inspected the data for those parents of children with severe mental health problems who ever experienced a major depression in order to determine the age of the child at the parent's first depression. Of the 6 parents of children with severe mental health problems who ever had a major depression, only 2 manifested their symptoms prior to the time their child was an adolescent and was at risk of experiencing mental health problems. Thus, with these two exceptions, it does not appear that parental depression occurred prior to the onset of mental health problems in the child.
Parents of persons with severe mental health problems were also more likely to have problems with alcohol in midlife; fully 32% of these parents reported at least one alcohol symptom as compared with 21% among parents of persons with a developmental disability and 15% of the comparison group. The pattern revealed in the post-hoc comparisons was similar to the prior physical and mental health comparisons: Parents of persons with severe mental health problems were significantly more likely to have alcohol symptoms than were parents in the comparison group. Visual inspection of the data suggests that it was the fathers in the three groups who differed most in alcohol symptoms, even though the interaction effect was not significant.
In addition to these differences in mid-life functioning in 1992/1994, there was a trend level interaction effect in parents' recall of having grown up with a problem drinker, with 42% of mothers of persons with severe mental health problems reporting having grown up with a problem drinker as compared with between 7% and 25% of the other subgroups in the sample.
To summarize, consistent with our predictions, parents of children with developmental disabilities had less frequent contact with friends, both when they were in their mid-30s and early 50s, than did the other two groups of parents. However, they did not differ from the comparison group in other measures of social participation or in physical or psychological well-being. In contrast, midlife parents of children with severe mental health problems reported higher levels of physical health symptoms, depressive symptoms, and difficulties with alcohol. Visual inspection of the data suggest that fathers and mothers of children with severe mental health problems manifest stress differentially, with fathers more likely to use alcohol and mothers more likely to report feelings of depression.
As noted earlier, the three groups of parents differed in the likelihood of having their child continue to live at home in 1992/1994. It is possible that some of the differences that we attributed to having a child with a disability were a function of differential rates of parent-child co-residence. We, therefore, repeated the analyses of social participation and well-being at mid-life, controlling for coresidence. The pattern of findings was not altered (data available from the authors). Hence, although co-residence rates differentiated the three groups, this did not account for the divergence we observed among the groups at mid-life in employment, child-bearing patterns, social participation, work-family role strain, or physical and mental health.
Discussion
In this study we examined life course attainment and mid-life well-being of parents of children with developmental disabilities and severe mental health problems in a sample of respondents for whom data were available prior to the birth of the child and, thus, before the onset of the child's problems. Furthermore, because all three groups of respondents had similar family backgrounds and levels of ability when they finished high school, they began adulthood with similar advantages. Thus, the group differences that emerged at two later points in the life course suggest that raising a child who has a disability may alter life course patterns of attainment and well-being in specific ways.
An altered pattern of attainment was most apparent for the parents of a child with developmental disabilities, for whom the diagnosis of their child's problem occurred relatively early in the family life course. These parents demonstrated a pattern of early accommodations in the employment domain (Gallimore et al., 1996) that persisted into mid-life. Specifically, when they were in their mid-30s, these parents worked fewer hours than others, reflective of the large number of mothers of children with developmental disabilities who were fulltime homemakers. Also, many of these mothers remained in this situation into mid-life, despite the trend for women in their age group to work outside of the home. Both their larger families and extra child care demands may be responsible for this decreased likelihood of paid employment and the greater likelihood for those who did work to report workfamily role strain.
In addition, parents of children with developmental disabilities reported fewer social contacts with friends than did those in the other two groups. Their child's functional limitations probably placed restrictions on the range of social activities in which they could participate. However, other indicators of social participation suggested that parents of children with developmental disabilities were just as likely as those who did not have a child with a disability to belong to social organizations, visit with relatives, and have a friend in whom to confide. Thus, their pattern of accommodation in reduced frequency of socializing with friends did not isolate them from social contacts. In a longitudinal study of children with developmental delays from age 3 to age 11, Gallimore and colleagues showed that parents make accommodations in their family lifestyles in response to their child's disabilities and needs and, furthermore, that parents alter their accommodations over time as their child's needs change (Gallimore et al., 1996; Keogh et al., 2000) . These findings may help to explain why parents of children with developmental disabilities in the present study made early and persistent accommodations in the occupational and social realms.
It was noteworthy that these accommodations by the parents of children with developmental disabilities were followed by positive physical and mental health in mid-life. That parents of children with developmental disabilities in the present sample did not differ from comparison group parents in physical and psychological well-being, even though they had continuing nonnormative parenting responsibilities, attests to their resilience. The positive well-being profile of these parents concurs with ample evidence of positive adaptation in studies of parents of school-age children with developmental disabilities (Blacher, 1984; Costigan et al., 1997; Glidden, 1989) . Furthermore, recent evidence that older parents of adults with developmental disabilities also have well-being similar to their age peers (Heller, Hsieh, & Rowitz, 1997; Pruchno et al., 1996; Seltzer, Krauss, Choi, & Hong, 1996) suggested that positive adaptations in physical and mental health are maintained throughout mid-life and into old age. Thus, the present findings provide important confirmation for the extant research, which until now had been limited because of possible selection biases.
One explanation for the favorable mid-life outcomes of parents of children with developmental disabilities concerns the point in time when their cohort came of age. The life course perspective suggests that the historical timing of events will affect the nature of adaptation for a cohort (Elder & Liker, 1982; Wheaton & Gotlib, 1997) . Accordingly, many members of our sample raised their children with developmental disabilities after the passage of Wisconsin's special education law in 1973, a precursor to federal law P.L. 94-142, the Individuals With Disabilities Education Act, passed in 1975. The average child with developmental disabilities in this sample was born in 1967, and, thus, it was not long after their entry into school that the educational and social services mandated by state and federal special education statutes became available. Therefore, it is possible that the positive life course adaptation of our cohort of parents of children with developmental disabilities reflects an important success of this public policy initiative. In contrast, studies of earlier cohorts who did not have access to these services (Cummings et al., 1966; Farber, 1959) showed life-long struggles, family disruption, and distress for the parents of children with developmental disabilities.
The findings describe a very different scenario for the parents of children with severe mental health problems. These parents demonstrated none of the early accommodations in the employment and social domains that we found in parents of children with developmental disabilities. In fact, the data on social participation indicate that these parents tended to be more active than other parents when they were in their mid-30s. However, they showed the worst physical and mental health outcomes in midlife, when their earlier rates of social participation had diminished, a likely consequence of the stigma of their child's diagnosis and the extra demands of caring for and supervising a son or daughter with severe mental health problems. Thus, they did not show the pattern of resilience characteristic of mid-life parents of children with developmental disabilities. However, parents of children with developmental disabilities had more than 2 decades to develop their adaptations, accommodations, and resilience, whereas for parents of children with severe mental health problems the diagnosis was more recent. Therefore, more research is needed on the long-range well-being profiles of parents of children with mental health problems as they gain experience in coping with the challenges inherent in this type of nonnormative parenting (Marsh, Lefley, Evans-Rhodes, Ansell, & Doerzbacher, 1996) .
A possible alternative explanation for our findings is offered by Braddock (1992) , who compared state expenditures for community mental health and mental retardation services in 1987. Braddock's analysis showed an overall pattern of increased spending for services for individuals with mental retardation, which could potentially account for the comparative advantage of parents of children with developmental disabilities in the Wisconsin Longitudinal Study sample. However, according to Braddock's data, Wisconsin is one state that runs counter to the national averages, with expenditures for community mental health services actually exceeding spending for developmental disabilities services by a small margin. Thus, data from Wisconsin may be particularly useful for the types of analyses reported here, as state expenditures in the two service sectors were relatively comparable.
Secondary analysis of populationbased data, such as the Wisconsin Longitudinal Study, offers much promise for future research on individuals with mental retardation and their families, and it would be advantageous if questions about disability were included in other studies of state and national probability samples. Although the Wisconsin Longitudinal Study circumvents many limitations associated with self-selected samples and retrospective reports, there are two ways in which the initial recruitment procedures of the Wisconsin Longitudinal Study might affect the generalizability of our findings. First, the racial composition of the Wisconsin Longitudinal Study (99.3% White) reflects the composition of the Wisconsin population at mid-century. Second, because all of the initial respondents and the vast majority of the sibling recruits (93%) completed high school, they were better educated than the general population of Wisconsin 18-year-olds at mid-century, of whom only about 75% graduated from high school (Sewell & Hauser, 1975) . This feature is particularly relevant to the present study because it eliminates from the sample persons unable to complete high school, including those with severe cognitive limitations or serious emotional problems who had an elevated risk of having a child with developmental disabilities or mental health problems (Kessler, Foster, Saunders, & Stang, 1995; Scott, 1988) . Additionally, the small size of the sample, particularly the group of parents of children with severe mental health problems, may have limited our ability to detect significant effects. Yet another limitation of this secondary analysis is that we were constrained by the measures available in the Wisconsin Longitudinal Study, some of which are not as richly detailed as we might have preferred. The premise underlying this paper is that differences in life course attainment and physical and psychological well-being characteristic of mid-life parents of children with disabilities are due to the effect of the child. Although we were able to establish that the three groups of respondents were similar prior to the birth of their child in family-of-origin background characteristics and intellectual ability, we cannot rule out the possibility that they were significantly different on other unmeasured background variables that increased their risk of both having a child with a disability and of experiencing different profiles of attainment and well-being in mid-life. For example, although recalled retrospectively after a period of 3 decades and, thus, subject to bias, nearly half of the mothers of children with severe mental health problems reported that they had grown up with a problem drinker. It is well known that adult children of alcoholics are at increased risk for experiencing depressive and anxiety disorders (Mathew, Wilson, Blazer, & George, 1993) . Hence, it is possible that there was intergenerational transmission of psychopathology in some of the families of respondents who later had a child with mental health problems. Juxtaposed against this alternative explanation is the finding that these parents did not show any sign of difficulty in their mid-30s in their employment, marital, or social profile typically found in adult children of alcoholics. Further, only 2 of these parents had an episode of major depression prior to the birth of their child.
Our original question was whether parents of children with disabilities would have different patterns of attainment and well-being in mid-life than other parents their age. Our findings of distinct patterns of attainment (primarily in parents of children with developmental disabilities) and divergent patterns of well-being (primarily in parents of children with severe mental health problems) may have been a function of the timing of the child's diagnosis in the parent's life course, much as Elder (1974) showed that the timing of the Depression in the lives of children had durable effects throughout life. We await yet another round of Wisconsin Longitudinal Study data (expected to be collected when the parents are in their early 60s) to extend this analysis into the beginning of the parents' old age. At that time, the parents of children with severe mental health problems will have had more time to adapt to their child's diagnosis and the pressures of mid-life will have abated. We will then examine whether their life course more closely parallels that of parents of children with developmental disabilities or will continue to diverge from the norm due to the stresses of mental illness in the family.
